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An otherwise healthy young woman began complaining of
diarrhea a few days following a cesarean section. Broad-
spectrum antibiotics were administered perioperatively due
to a suspected uterine infection. Medical history did not reveal
any possible past exposure to enteric pathogens. Stool samples
were sent for culture and were negative for pathogenicEscherichia coli, Shigella, Salmonella and Yersinia species,
as well as Clostridium difficile toxins A and B. Growth on
campylobacteragar following incubation for 48 hours inmicro-
aerophilic conditions and temperature of 42 8C consisted of
colonies of non-pathogenic fecal flora (Figure 1, arrows). At
the center of the agar plate, spiral lines of bacterial growth
were evident (Figure 1, chevron), opposing to the normal
horizontal plate streaking lines generated by a bacteriological
loop (Figure 1, curved arrow). This rare occurrence is second-
ary to the spontaneousmovement on agar of a viable intestinal
helminth.Microscopy in this case revealed rhabditiform larvae
of Strongyloides stercoralis.
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incongruus
Conidiobolomycosis, one of the forms of subcutaneous zygo-
mycosis, also known as rhinoentomophthoromycosis,1,2 is agranulomatous infection usually caused by Conidiobolus cor-
onatus.1—4 The first case of conidiobolomycosis in humans
was reported in 1965.3 Most cases have been reported from
Africa, Asia and the Americas, i.e., tropical or subtropical
regions, and few cases have been caused by Conidiobolus
Letters to the Editor 469incongruus.5—9 We describe herein a case of an atypically
localized conidiobolomycosis due to C. incongruus in a
patient with type 2 diabetes, in which multiple complications
led to the patient’s death.
A 49-year-old female, born and living in Ciudad Bolivar
(a southern dry weather city, median temperature of
27.5 8C), Venezuela, presented with a complaint of pain
in her right foot; she had a one-week history of ulcers on
both heels, and had had intense pain in that foot the day
before she was admitted. Violaceous lesions and secretions
in that region were evident in the previous 12 hours. She
related a history of 30 years of type 2 diabetes and 14 years
of hypertension, with irregular control of these diseases.
She had chronic renal failure as a result of diabetic nephro-
pathy and was currently undergoing dialysis. Her condition
at presentation was normal with a suspected diagnosis of
erysipelas. Initial empirical treatment consisted of amika-
cin, clindamycin and vancomycin, but zygomycosis was also
suggested as a diagnosis, and therefore further investiga-
tions were made. Smears with different stains prepared
from the secretions showed large strap-like hyphae. Cul-
ture on Sabouraud glucose agar at 37 8C showed a glabrous
growth on the third day and was cottony on the fifth day,
with the opposite surface wall of the slant culture hazy and
covered with discharged spores. Zygospores were not visua-
lized in the preparations and the lactophenol cotton blue
preparation showed globose, non-villose conidia, with
pointed basal papillae in several of them. Based on the
colony and spore morphology, the fungus was identified as
C. incongruus. Treatment with amphotericin B (1.5 mg/kg/
day IV) was then commenced. The patient also underwent
surgical debridement. However, Doppler ultrasound of the
right lower limb revealed the development of a complete
occlusion of the tibioperoneal trunk in the infected and
surrounding area, with severe hypoperfusion and tissular
compromise; a supracondylar amputation was performed.
A Doppler ultrasound evaluation from the previous year
showed no evidence of any significant vascular alterations.
Pathological study of a hematoxylin and eosin-stained tis-
sue section showed hyphal encasement by eosinophilic
material (Splendore—Hoeppli phenomenon), and Sabour-
aud culture resulted in growth of C. incongruus. There
were no signs of infection in any other location; no dis-
seminated fungal infection was evidenced. Shortly after
this, her clinical condition became complicated with severe
metabolic alterations, including hyponatremia, hyperkale-
mia, hypocalcemia and hyperglycemia, among others, lead-
ing to multiple organ dysfunction and subsequently death,
despite intensive care treatment. Unfortunately, the
patient’s relatives refused a necropsy procedure.
Conidiobolomycosis is a chronic subcutaneous inflamma-
tory disease.1,2 The usual focus of infection is the nasal or
adjacent tissue,3 and it only infrequently affects the lower
extremities as occurred in this case caused by C. incongruus.
This fungus rarely produces infections in humans, and this
species rarely causes vascular compromise during infec-
tion;10—15 however, as occurs in other species, occasional
angioinvasion can occur as a result of the fungal infec-
tion.15,16 Reported cases have involved deep structures such
as lung, mediastinum, heart, liver and gastrointestinal
tract.4,5 Although these infections could have been serious,the first fatal case of disseminated entomophthoromycosis
caused by C. incongruus was reported in 1983.6 The current
case was an unusual presentation of an aggressive subcuta-
neous infection with regional vascular compromise in a
diabetic patient. Unfortunately, despite the medical and
surgical management, she died due to metabolic complica-
tions.
The diagnosis of infection by Conidiobolus is generally
based on histological examination because cultures of the
causative organism are negative in more than 85% of cases,
although these should always be performed.1,10,12—14 If one
considers the predominance of eosinophils in the infiltrate
and the exuberant Splendore—Hoeppli phenomenon around
the hyphae,10,14 the histopathology of the case is character-
istic of entomophthoromycosis and different from that of
other subcutaneous mycoses. Although the diagnosis could be
obvious from the clinical appearance, mycological and his-
tological examinations are essential for confirmation and a
better therapeutic approach to the clinical management of
these cases. In histological examination, the periodic acid-
Schiff’s (PAS) stain is useful to demonstrate the fungal
hyphae.11,14
There is no standard treatment for all forms of this
fungal disease. There have been suggestions that trimetho-
prim—sulfamethoxazole, amphotericin B and fluconazole
are useful in the treatment of C. incongruus infection,2
but clinical failure has been reported during treatment with
amphotericin B and flucytosine. Surgical resection of
infected tissues has brought temporary relief at best. Addi-
tionally, hyperbaric oxygen has been used as adjunctive
treatment in some cases of maxillofacial infection due to C.
coronatus as well as in rhinocerebral mucormycosis.1—6
These therapeutic issues and the clinical evolution of this
case illustrate the seriousness of subcutaneous zygomycosis
in immunocompromised hosts, in which this infection can
be life-threatening.
This work was presented in part as a poster at the 12th
International Congress on Infectious Diseases, Lisbon, Portu-
gal, June 2006 (Abstract 14.009).
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